Med/Strength | Dosage | # Tablets | Freg/Route | Start date:
Name Virginia Department of Health
DOB / / Monthly Clinical Assessment
Vision # Latent TB Infection
Date Date Date Date Date Date Date Date Date

Treatment Month
Weight (Initial, every 3 months for children)
Assessment

Cough: Frequency

Sputum: Amount/color

Night sweats/Fever

Appetite change/weight loss

Fatigue

ETOH/Substance abuse

LMP/ FP method
Side Effect/Toxicity

Loss of Appetite/Nausea/Vomiting/Gl Sx.

Urine Color Change (Dark)

Rash/itching

Numbness/Tingling (Hands/Feet, Face/Mouth)

Jaundice (Yellow Skin/Eyes)

Flu-like Symptoms

Fever
Tests

Blood work (prn) NA/Done  |[NA/Done NA/Done |NA/Done  |[NA/Done |NA/Done [NA/Done |NA/Done |NA/Done

TST (prn) NA/Done  |NA/Done NA/Done  |NA/Done NA/Done |[NA/Done |[NA/Done |[NA/Done [NA/Done

Other (specify)
Compliance Y N Y N Y N Y N Y N Y N Y N Y N Y N
Other concerns (see Progress Notes) Y NA Y NA Y NA Y NA Y NA Y NA Y NA Y NA Y NA
Medication(s)/Strength Issued
Number of Days Given
Next Appointment/Refill Due
PHN Initials
Patient Signature or Initials

INH = Isoniazid RIF = rifampin PHN Signature Initials Interpreter Date

EMB = ethambutol PZA = pyrazinamide

B6 = pyridoxine

RX #s:

TB Monthly Assessment 6/2014




